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teries are found in 0.48-0.7 % of all coronary angiography. A higher
proportion of patients with anomalous vessels presented acutely. For
a low posterior takeoff LCX from RCC, Judkin’s right guide catheter
can be engaged to the LCX coaxially. When there is no ostial lesion,
deeper intubation of Judkin’s right guide catheter provides more
support for device delivery.
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. 24197165
Relevant clinical history and physical exam. A 60 year-old male patient
presented with chest tightness on July 5, 2013. He had a history of CAD
and Old MI and received DES implantation in LAD and RCA in June,
2011. EKG revealed mild ST Segment elevation in inferior leads. Pri-
mary PCI was arranged and total occlusion of previous DES in RCA was
found.Past Hx:
CAD, 2VD (LAD and RCA)
2011/2/2: STEMI: p-m-LAD s/p BMS x 2
2011/6/9: LAD ISR s/p DES x 2, p-m-RCA CTO s/p DES x 2
Relevant test results prior to catheterization. 2-D echo: Global Hypo-
kinesia, LV dilatation
Mild MR/TR, LVEF 32%
Relevant catheterization ﬁndings. RCA revealed total occlusion since
oriﬁce
LCA revealed no signiﬁcant in-stent restenosis
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Procedural step.
1. Possible Causes:
Very late stent thrombosis
Stent Malapposition or Under expansion
Inadequate or Resistant Antiplatelet Tx
Delay healing
2. Gycoprotein IIb/IIIa inhibitors infusion
3. Check Previous PCI report
LMT-LAD stenting
m-LAD with
Biomatrix 3x28mm
LMT-LAD with
Biomatrix 3.5x23mm
Final Kissing with
3.5 and 2.75 balloon
RCA stenting
m-RCA with
Resolute 2.75x24mm 12 atm
p-RCA with
Resolute 3.0 x24mm
14atm
According to report
No IVS check
No Post-dilatation
4. Check IVUS and OCT later in 2nd Look
a under expansion stent shown
we arrange a 4.0 mm balloon inﬂation in the m-RCA and a 4.5 mm
balloon inﬂation in the oriﬁce of RCACase Summary. Angiographic guided PCI is feasible but not always
adequate. Application of Image modalities like IVUS or OCT will
facilitate and intensify our PCI strategies, especially in the DES era.
Safety is of the highest priority.
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. SFVV
Relevant clinical history and physical exam. A 55 y male was brought to
our emergency ward for severe dyspnoea and orthopnoea and inten-
sive chest pain. The onset of symptoms was sudden and the beginning
was some hours before admission. In his past history is to sign
important chronic pulmonary obstruction. As risk factors is to
mention: hypertension, and smoking.
At physical examination there were signs of pulmonary oedema and
cool extremities
Relevant test results prior to catheterization. At ECG with RBB block there
were signs of anterior STEMIbut alsowith signiﬁcant ST elevation in aVR.
Thoracic X-ray demonstrated presence of pulmonary oedema and the
laboratory data evidenced high levels ofmyocardial enzymes (CKMB 124,
TnT 7,89) with acute respiratory and metabolic acidosis (pH 7,23; pCO2
54). At echocardiography therewere akinesia of the apexandhypokinesis
of the basal-mid segments of anterior and lateral wall con EF about 30%
